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Figure. Tl -weighted sagitta l-(A) and axial-(B) plane MRls ofan inf ant reveal a high -intensity septated cystic mass (arrows) . Axia l Tl-weighted postcon trast MRI (C) demonstrates a cystic septated mass (arrow) with periph eral enhancement; the mass proved to be a nasal glioma .
A co ngenital midline nasa l mass is a rare ano maly usually detected at birth. The reported incidence is I in every 20,000 to 40,000 births.1. 2 The most common congenital nasal masses are nasal dermal sinus cysts, nasa l encephaloce les , and nasal gliomas . These masses appear to share a similar embryogenic origin; they occur when the neuroectoderm al and ecto dermal tissues fail to separate during the development of the nose.
Neuroimagin g is esse ntial for identifyi ng nasal lesions and for determ inin g their exac t location and possi ble intr acranial ex tent. Treatment is surgical excision, and therefore preoperative knowledge of the mass' extent and possible intracranial connection or extension is a key element in surgical planning."
The term nasal glioma is a misnom er because such a mass is not a true neoplasm; it is actually made up of ectopic nerve tissue that contains neurog lial elements, with glial cells in a connective tissue matrix with or without connection to the subarac hnoid space or dura.' The male-to-female ratio is 3:2, and app roximately 150 cases have been reported.' No common assoc iation with other malformations and no familial predisposition have been descr ibed. Some cases of nasal glioma associated with other malform ations, such as age nesis of the corpus callos um and cleft pa late, have been reported.v' Only 15% of all nasal gliomas communicate with the intracranial structures, usually at the level of the crib riform plate." Nasal gliomas usually arise during infancy or later childhood.' They can be extranasal (60% of cases), lying externa l to the nasal bones and cavities; intranasal (30%), lying within the nasal cavi ty, mouth , or pterygopalatine fossa ; or mixed ( 10%), communicating through a defect of the nasal bones." Other rare locations for heterotopic brain tissue includ e the lips, tongue, scalp, nasoph arynx, and oropharynx."
An intranasal glioma is usually attached to the upper part of the middle turbinate or to the nasal septum. Clinically, these masses are soft, pale , and polypoid. They can protrude through the nostrils and mimic a nasal polyp. Signs and symptoms include nasal obstruction, epistaxi s, and cerebrospinal fluid (CSF) rhinorrhea. Nasal gliomas can be associated with deformities of the adjacent bones and obstruction of the nasolacrimal duct. A large mass can lead to hypertelorism , broadening of the nasal bridge, airway obstruction, and epiphora." :" Ninet y percent of reported nasal glioma s do not contain neurons , possibly becau se of the low levels of oxygen in the mass and the lack of differentiation from embryonic neuroectoderm. The benign nature of nasal gliomas is demon strated by low proliferative activity."
Neuroimaging is essential for the characterization of an intran asal gliom a to determine its exact location and, more important, to exclude possible intracranial extension."
Both computed tomography (CT) and magnetic resonance imaging (MRI) are used to evaluate these lesions . CT can demonstrate bony defects, and MRI can demonstrate the characteri stics of the soft-ti ssue mass and its possible intracranial connection. On CT, the mass is usually isodense to brain tissue. Findings that suggest intracranial involvement are an enlarged foramen cecum or bifid crista galli . On MRI , the lesion is isointense to hypo inten se relative to gray matter on T l -weighted sequences and hyperintense on T2-weighted and protondensity sequences (figure). The advantage s of MRI include multiplanar imaging, better soft-tissue contrast, and a lack of ionizing radiation, which is important because the pathology is located at the level of the orbit." The demons tration of a lack of CSF around the lesio n can help different iate nasal gliomas from encephaloceles.
The definitive treatment is complete surgical exci sion , which should be performed as soon as possible after diagnosis to avoid further distortion of the facial bones . The entire mass (and a fistulou s tract , when present) must be removed in order to prevent recurrence . Intranasal lesions are approached via lateral rhinotomy or by endoscopic techniques.
